The mean age of the children in the study was 11 years 3 months and the range was 6 years 5 months-16 years 5 months. Each of the children in the recurrent abdominal pain group met the criteria outlined by Apley,4 which included at least three attacks of pain occurring over a period longer than 3 months, with no known organic cause, and severe enough to affect the child's participation in his normal activities. They underwent a thorough physical examination and rectal examination including immediate microscopy of stools for ova and parasites, with no positive results. Laboratory investigations included blood count and in most cases urine analysis and culture. All test results were within normal limits. In addition, all the children with recurrent abdominal pain were followed up for at least 18 months and none developed an organic pathology that would account for their pain. A structured interview was conducted with each child and at least one parent to provide comparison information between children with recurrent abdominal pain and control children with no history of abdominal pain. The Quay-Peterson behaviour checklist6 was completed independently by each of the child's parents and the child's teacher. The Poznanski depression scale7 was completed by the interviewer and the Birleson self report scale8 was completed by the child. Each parent independently completed the Locke-Wallace marital adjustment scale.9 Sociodemographic measures were taken for each child's family along with a measure of the amount of life stress each child had experienced, and a family history of pain. A complete medical and pain history was also determined for each child. In addition, 25 of the children with recurrent abdominal 388 group.bmj.com on September 8, 2017 -Published by http://adc.bmj.com/ Downloaded from
Increasing attention to the psychosocial, emotional, and family aspects of paediatric medicine has led to more comprehensive care of children and their families. Many conclusions in published reports about psychosocial, emotional, and family factors in paediatrics have, however, been based on clinical impression rather than verifiable scientific data. Recurrent abdominal pain of no known organic cause is a disorder occurring in approximately 10% of children.' Lactose malabsorption has recently been suggested as a cause, but studies investigating this have been contradictory.2 3 The dominant view is that recurrent abdominal pain is a response to the stress of pervasive family or school problems in predisposed children. 4 The psychological predisposition is thought to be a personality that is anxious, socially unskilled, self conscious, and perfectionist.4 In addition, the parents of children with recurrent abdominal pain have been reported to have pain themselves and to model pain behaviour for their children. In addition, all the children with recurrent abdominal pain were followed up for at least 18 months and none developed an organic pathology that would account for their pain. A structured interview was conducted with each child and at least one parent to provide comparison information between children with recurrent abdominal pain and control children with no history of abdominal pain. The Quay-Peterson behaviour checklist6 was completed independently by each of the child's parents and the child's teacher. The Poznanski depression scale7 was completed by the interviewer and the Birleson self report scale8 was completed by the child. Each parent independently completed the Locke-Wallace marital adjustment scale.9 Sociodemographic measures were taken for each child's family along with a measure of the amount of life stress each child had experienced, and a family history of pain. A complete medical and pain history was also determined for each child. In addition, 25 of the children with recurrent abdominal Recurrent abdominal pain: A psychogenic disorder? 889 pain and 19 control children were tested for lactose malabsorption using the lactose breath hydrogen test described by Barr.2 The personality problem subscale of the QuayPeterson behaviour problem checklist was selected as a measure of personality in this study because the 14 items in the subscale reflect the description that is usually given in published reports of the child with recurrent abdominal pain. 4 Similarly, both groups were equally likely to have both parents living in the home (83 % for children in the pain group and 87% for the control children).
Children with pain and controls came from families of similar income and had experienced a similar amount of life change in the preceding year. The pain histories (Table 2 ) of the two groups showed that the children with abdominal pain were more likely to have had stomach aches (60%) and other pain (40 %) in their preschool years than control children (10% and 13%, respectively). On the other hand, parents and siblings of children with pain did not have any more pain than the parents and siblings of control children. group.bmj.com on September 8, 2017 -Published by http://adc.bmj.com/ Downloaded from children with recurrent abdominal pain and control children. There are no statistically significant differences between the two groups. There were, however, consistent, small non-significant differences in the direction of more depression and immaturity in the recurrent abdominal pain children.
Breath hydrogen testing showed that 6 children (24%) with recurrent abdominal pain had evidence of lactose malabsorption. Four control children (21 % of those tested) also showed evidence of lactose malabsorption. A second analysis of the psychological data excluding these children yielded results identical to the initial analysis.
Discussion
The finding of no differences between children who have recurrent abdominal pain and those who do not, does not mean that the null hypothesis of no difference is proved. Several factors may have led to our failure to find differences. First of all, a selection bias may well have been operating. The children with pain had been referred by their family doctors to the gastroenterology department: children with psychologically related recurrent abdominal pain, such as school phobia, would have been referred elsewhere and would not therefore be included in this study. A second possibility is that the measures were simply not sensitive enough to detect the psychological problems that are related to recurrent abdominal pain. The findings do not, however, support the widespread assumption that recurrent abdominal pain, for which no medical cause can be found, is psychogenic. It may well be-as Barr1" has suggested-that most children with recurrent abdominal pain suffer from a benign symptom that is indicative of neither organic nor psychological pathology.
